Fairall and colleagues[1] provide additional evidence for task-shifting in HIV care. But, like previous reports [2, 3] , they describe sub-optimal retention and virologic suppression rates and a lack of evidence of long-term effectiveness and sustainability of task-shifting.
We prospectively evaluated an ART programme at a rural primary-care clinic in South Africa, with extensive task-shifting to nurses who assessed and managed HIV patients monthly according to contemporary treatment guidelines but referred to an on-site doctor for ART initiation or complications.
Between 2004 and 2010, 3733 ART-naïve adults were enrolled in care and 1585 commenced ART. 3130 of 3733 patienst (83·8%) remained in pre-ART care between registration and CD4 testing, and 2648 of 3130 (84.6%) remained between CD4 testing and ART initiation; these results are appreciably higher than in similar settings [4] . To evaluate how treatment outcomes changed between 2004 and 2010, initiation cohorts were defined by the year of ART commencement (Appendix). CD4 counts at baseline rose suggesting earlier commencement of ART but treatment regimens remained similar. Mortality rates at 6,12 or 24 months declined significantly within cohorts and temporally (p<0·0001). At each timepoint evaluated, 88·9-97·4% of patients achieved virologic suppression, and the proportions were sustained until 60 months. Retention at 12 or 24 months averaged 88.0% and 81·7% respectively and improved between 2004 and 2010 (p<0·0001) (Figure 1 ).
While our data are limited to one clinic without a comparator, they demonstrate that tasksharing can realistically achieve better outcomes than reported [1, 2, 3, 4, 5] . The temporal changes point to a sustained improvement in treatment outcomes with time. 
